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INTR ODUCT IO N  

 

Acute lymphoblastic leukaemia / lymphoblastic lymphoma is the most common 

childhood malignancy. Leukaemia and lymphoma are clinical presentations of the 

same disease. It is estimated that approximately 2500 to 3500 new cases are 

diagnosed each year in the United States, with an incidence of approximately 3.4 

cases per 100,000. Number of the cases vary all over the world which is due to 

diagnostic and reporting differences.1,2 Leukaemia, especially acute types, can lead to 

intracranial haemorrhage (ICH) with high morbidity and mortality. It was reported 

that ICH occurred in 2.8 % adult patients with haematological malignancies.3,4 But 

majority of cases presented with intraparenchymal haemorrhage, only rare cases 

have been seen to present with sub dural haemorrhage. 

 

 
 

 

PRE SE NTA TI ON O F CA S E  

 

 

An 18-year-old male was brought to the emergency department with complaints of 

headache for 15 days and fever and multiple episodes of vomiting for 2 days. At the 

time of presentation, patient was conscious and oriented with Glasgow Coma Scale 

(GCS) 15 / 15. At presentation, pulse rate (PR) was 56 / min, blood pressure (BP) was 

110 / 70 mmHg and respiratory rate (RR) was 24 min. He was afebrile and oxygen 

saturation (Spo2) was 99 % on room air. General and systemic examination was 

normal, no papilloedema was seen, no bleeding manifestations were reported or 

observed, no signs of meningeal irritation were seen and no history of trauma was 

reported. 

Patient’s non-contrast computed tomography (NCCT) head was suggestive of thin 

left fronto-parietal isodense collection, subacute subdural haematoma (SDH) with 

midline shift to the right. 

Patients laboratory reports were obtained. Haemoglobin (Hb) was 8.1 gm %, total 

leukocyte count (TLC) was 11000, differential leukocyte count (DLC)–polymorphs: 1, 

lymphocytes: 50, atypical blastoid cells: 49 and platelet count: 77000. Other routine 

lab tests were within normal limits and ultrasound sonography (USG) abdomen was 

normal. Patient was investigated for probability of other differentials, and he was 

found to be Covid-19 negative, no malarial parasites were seen, dengue serology by 

enzyme-linked immunosorbent assay (ELISA) test was also negative, test for scrub 

typhus was also negative. 

Magnetic resonance imaging (MRI) brain was suggestive of extra axial collection 

measuring 11 mm at maximum width appearing isointense on T1 weighted image 

and hyperintense on T2 weighted / flair images were seen along left cerebral 

convexity in fronto-temporo-parieto occipital region suggestive of sub-acute to 

chronic subdural hematoma underlying sulcal spaces and left sylvian fissures were 

partially wiped out. There was a mass effect on left lateral ventricle with mid-line 

shift 11 mm towards right with sub falcine and mild descending trans tentorial 

herniations. (Figure 1). 
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Patient was advised bone marrow biopsy in consideration for 

acute leukaemia which was suggestive of hypercellular 

marrow with sheets of immature cells (Figure 2) replacing the 

normal haematopoietic elements giving an impression of acute 

lymphoblastic leukaemia. 

 

 

DI SCU S SI ON O F MANA G E ME NT  

 

During the course of treatment, initially patient was kept in 

intensive care unit for observation and oncology opinion was 

taken, and they advised induction therapy for acute 

lymphoblastic leukaemia. Once the patient was stabilised, 

neurosurgery consultation was taken and patient was advised 

conservative management and then shifted to the ward after 

he improved symptomatically. During last the follow-up, 

patient was on induction therapy with vincristine, 

dexamethasone and asparaginase. 

 

 

 

 

 

 

 
Figure 1. 

MRI Brain T2 Weighted 

Suggestive of Subdural 

Haematoma 

 

 

 

 

 

 

 
Figure 2. 

Bone Marrow Biopsy 

Suggestive of ALL 

 

 
 

 

DI SCU S SI ON  

 

This patient presented with headache, fever and vomiting and 

was found to have subdural haematoma on NCCT head and 

subsequently confirmed on MRI brain. His haematological 

investigations were suggestive of acute leukaemia which was 

confirmed with bone marrow biopsy. In the study by Chen CY, 

the incidence of subdural haematoma was just 0.47 % in 

patients with haematological malignancies. Acute SDH 

generally has history of head trauma.5,6 Chronic SDH usually 

occurs after 3 weeks so there is a probability that the history 

of head trauma may be forgotten. But in patients with 

haematological malignancies, head trauma may not be 

necessary which can be seen in this case. The possible risk 

factors for causing intracerebral haemorrhage in a patient 

with acute leukaemia may include thrombocytopenia, platelet 

dysfunction, disseminated intravascular coagulation (DIC), 

coagulation factor deficiency, hyperleukocytosis, vessel wall 

abnormalities, hypertension and sepsis. Our patient had 

thrombocytopenia all the time. Subdural haemorrhage caused 

by haematological malignancies such as acute leukaemia may 

be associated with a higher possibility of neurosurgery and the 

risk of potential adverse outcomes. Currently there is no 

known way to prevent intracerebral haemorrhage including 

subdural haemorrhage in patients with acute leukaemia, but 

prophylactic platelet transfusions may help.7 Considering high 

probability of subdural haematoma in these patients we 

should ask patients to avoid head trauma. 

 

 
 

 

CONC LU S ION S  
 

 

Subdural haematoma in a patient with acute lymphoblastic 

leukemia is extremely rare. Acute subdural haematoma can 

occur in acute lymphoblastic leukemia patients without 

definite head trauma. Haematological malignancies should be 

considered when a patient, who has had no history of head 

trauma but on investigations found to have subdural 

haematoma and low-grade fever, headache and vomiting; with 

the exacerbation of disease and worse laboratory data which 

may suggest higher risk of occurrence of subdural haematoma. 

In addition to active diagnosis and treatment, acute leukaemia 

patients should be protected from even mild head trauma to 

avoid subdural haematoma due to increased tendency of 

bleeding. 
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